Objective: To determine the patterns of neck node metastases of patients with laryngeal carcinoma in our institution.
DISCUSSION
Among the 34 laryngeal cancer patients who underwent total laryngectomy with neck dissection in our study, the most commonly involved lymph node groups were levels II, III and IV. The lymph node groups involved per laryngeal subsite in our sample were levels II, III, IV for supraglottic; levels II, III, IV,VI for glottic; and levels II,III,IV for transglottic cancer.
Supraglottic SCCA usually metastasizes to levels II, III and IV because of its rich lymphatic network and midline location that has a high propensity for bilateral lymph node involvement. 5 The lymphatic channels from the supraglottis pass through the thyrohyoid membrane and drain into the jugular chain. 5, 6 The posterior cervical nodes (level V) are seldom involved, and submandibular (level IB) and submental (level IA) nodes are almost never involved. 5 The results of our study are comparable to those of Lindberg et al. where the main spread was along levels II, III and IV among 2,044 patients including supraglottic SCCA. Our findings also echo those of Candela et al. 7 that revealed levels II, III and IV had the highest risk of nodal metastases from squamous cell carcinoma among 247 patients who underwent 267 neck dissections. 7, 8 On the other hand, the nodes at risk of metastasis from glottic SCCA are those in levels II, III, IV and VI. 6 Bilateral or contralateral metastases are rare because the true vocal folds are nearly devoid of lymphatics. 5, 6 It is interesting to note that patients with glottic SCCA who were operated on in our institution had multiple lymph node involvement (II, III, IV) at the time of surgery. This may be explained by the fact that majority (52.63%) of glottic SCCA in our institution presented at Stage 4a. On the other hand, our series had only one patient with level VI involvement. This is in contrast to the study of Waldfahrer et al. 9 that reported an incidence of occult metastases of 18%. Though the reasons for this need to be investigated, one possible explanation may involve the diligence of the surgeon and pathologist in identifying and isolating level VI lymph nodes in the specimen, separating them from the primary tumor. dissection has been considered unnecessarily extensive for treatment of the clinically negative neck and therefore selective neck dissection is now routinely employed for elective and some therapeutic neck dissections in patients with laryngeal cancer. 4 To guide our recommendations for neck dissection, the objective of this paper was to determine the pattern of neck node metastases of patients with laryngeal carcinoma in our institution.
METHODS
With Ethical Review Board (ERB) approval, a chart review of all patients with laryngeal carcinoma who underwent laryngectomy and neck dissection in the Department of Otolaryngology-Head and Neck Surgery of Rizal Medical Center from January 2010 to January 2017 was performed. The neck dissections done were either prophylactic or elective and the type of dissection was selective or modified radical. Data was retrieved from the hospital records section and recorded using Microsoft Excel 2010 version 14.0.4760.1000 (32-Bit) (Microsoft Corp., Redwood, CA, USA). Only the initials of patients were recorded to maintain confidentiality. Records of 38 patients were initially considered but because of inadequate data and chart unavailability, 4 records were excluded. Data obtained were gender, age, TNM staging, type and number of neck dissections performed and relative frequency of positive nodes in each nodal group for each subsite. Descriptive statistics were generated using the same MS Excel program.
RESULTS
The records of 34 patients who underwent total laryngectomy with neck dissection were included in our study (31 males, 3 females) with ages ranging from 45 to 72 years old. Table 1 shows the TNM staging of our patients with most cases in Stage 4 (58.82%). There were sixtyfour (64) neck dissections performed, sixty (60) selective and four (4) modified radical, thirty-two (32) on the right and thirty-two (32) on the left neck, respectively. The subsites involved were supraglottic in 5 (14.7%), glottic in 19 (55.88%) and transglottic in 10 (29.41%). The relative frequency of positive nodes in each nodal group for each subsite is shown in Table 2 . 
